MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE
DO NOT WRITE — Registration District Ne. .__-__..___AZZ“(imlrv Registration District No, _{_q_Q;:.z-_!ngimar's No._
ON THIS STUB -
1. PLACE OF DEATH 2. USUAL RESIDENCE (whar- deceased lived. (f institvtion: Residence before
s CONTY T omlegon » stasMi g sourie. comr Jackson  admision
b. C(I)‘I;Y (If vutside corporate limits, give TOWNSHIP only} Length of stay in 1b c. CITY Inside Limits

TOWN TOWN Kan Yes (. Ne [
Aﬁ%?’(snm IR&H glve location) 8 Yrs Sas City . N

€. f-(lg-ép';“rAL A Inside Limits d. EEI[!)%ET (I¥ cutside, give [acation) Reside on Farm
msmunorﬁ‘iem ah Hospital ves X NoD ES§707 E 2‘+j'h 8t Yes O No B

3. NAME OF PECEASED — First Middle Last 4. DATE Month
{Type o prlni‘) - WALTER 1EWIS CHAPMAN Sre | oaam Sept 10 19@3

5. SEX 6. COLOR OR RACE 7. married J  Never Married [ [8. DATE OF BIRTH |9 AGE [Jost birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Male . White Widowed [) Dvorced O | ] 3 /Ay /192{_7 55 WIT”

10a USUAL OCCUPATION (Give kind of work done } 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12, CITIZEN OF WHAT COUNTRY

R %hwf wofkmg life, even if retired) Motor c o coffeyville USA

132 FATHER'S NAME 13k, MOTHER'S MAIDEN NAME 14, N USBAND OR WIFE

 Andrew L Chapman Rose - Maude Chapman

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SQCIAL SECURITY NO. |'17. "INFORMANT - - - " ‘Address
(ﬁ; no, ar unknown)| (If yes, give war or dates of servicel 14
o I Mrs Maude Chapman 5707 E ghih St
.18, CAUSE OF DEATH (Enter 'only one cause per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: 174 %E" AND DEAT
{MMEDIATE CAUSE (a) W M(
- :: —\ . 4
Conditions, if any, DUE TO (b)
whith gave rise to
above cause (a),
stating the under-
Iyinq‘ cause fa}f. DUE TO {x)

PART 1), OTHER S CANT COND';'HONS CON‘IR!BU“NG TO OEATH hm not related to the terminal PART UL F dec.ued wat  female  was

vs aoo
Rev. 4759

DATE AMENDED

Year

—
z
fre}
=
=
LW
Q
Q.

_diseese cq -glven in PART 1 ( )] .o -~ there s pregnancy in tast 90 days.
[0 ves ] 0 No ] O Unknown

19. WAS AUTOPSY 261. ACCBENT SUICDIDE HOMDICIDE 200, DESCRIB?-\OW INJURY OCCURRED. (Enter nsture of injury in PART ) or PART Il of item 18}

PERFORMED?
YES O NO[J AR

20c. TIME OF Month, Day, Year | -

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

20d. INJURY OCCURRED . 20e. PLACE OF IN)URY [a.@., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK farm, factory, stress; office bldg., etc.)
NO‘I’ WHILE AT WORK (O

d from — N—AZQ_L_HM last saw mli" on q"" /0’ é_L__
m on the date stated sbiova, and fo the best of my knowledge, from the causes stated.
22c. DATE SIGNED

el ") 7 (395 |G 0

-
w?

3%

OR
TYPEWRITER RIBBON

21. 1 attended:the d
Desth occrrnd at.

yonen

USE BLACK (INK

.

23b. DATE * |Z3c. NAME OF CEMETERY OR CREMATORY 2ad LOCATION {City, town, or county) {(State)

SHOULD:READ

z"na. BURIAL, CREMATION,
" REMOVAL (Specify}

mEIIFENjE';maA.L]BI!;ECTOR 9/1%/196109“55 25 DATE RECD. B LbCAL REG. | 26. REGIS R’S SIG| A—TURE _
Sheil Funeral Home Kansas City 7.//- 63 | %-4«.2 -4%@_

({Licensed Embalmer's Statement on Reverse Side)

BY AFFIDAVIT OF

ITEM NO.




.!'IO:. Ho AR

- e et
U ".‘:..'..C'«a )

,'.- ,-\.,,..'. A

\F

STATEMENT BY LICENSED EMBALMER

| hereby certify that the quy_.:wh:gse name is recorded on the reverse side of tHis'certificate was emba(méd by me,
-— : * - h . .

S‘rudent Embaimer No.

or by

working-under my personal supervision.

Student

Licensed Embalmer No

' M O.'Adcllress Kc m
.

Néte: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fanuré'to comply

with the abave. consmutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his"OWN handwriting: 2
If this body is not embalmed fact should be so stated above.
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